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Baker's (popliteal) cysts commonly accompany noninfectious knee joint effusions. They are usually painless unless they rupture. They rarely get infected and present as an abscess in the popliteal fossa. We present such a rare case and review similar cases reported in the world literature.
A Baker's (popliteal) cyst is a distention of the gastrocnemius-semimembranous bursa of the knee, which communicates with the posterior portion of the joint capsule. It usually appears in the popliteal fossa as a painless swelling. In adults it is nearly always secondary to pathological changes in the knee joint that cause an effusion. Occasionally the cyst becomes so large that it ruptures, spilling synovial fluid into the surrounding tissues, with a clinical presentation that mimics acute thrombophlebitis. Infection of a popliteal cyst is an uncommon complication usually associated with septic arthritis. We report such a rare case and review the world literature.
See editorial response by Liebling on pages 279 -80.
Case Report
A 46-year-old man with a history of injection drug use and multiple soft-tissue abscesses at drug injection sites presented to the emergency department because of severe swelling and pain in his right lower leg. This had developed 10 days prior to presentation over the course of 1 day and was intermittently accompanied by chills and night sweats. The pain got progressively worse, making him unable to walk. He denied any trauma to that leg but admitted to "skin popping" with heroin. He was not taking any prescribed medication. He was positive for hepatitis C antibody but negative for hepatitis B and HIV antibodies.
On physical examination his temperature was 37.6°C; blood pressure, 150/90 mm Hg; pulse, 85/min; and respirations, 20/min. He appeared to be in moderate distress from pain in his right leg. The upper extremities were covered with tattoos, multiple scars, and track lines at injection sites. The right leg was warm, edematous, and erythematous up to the mid-thigh. There was severe tenderness in the calf and in the popliteal fossa on passive and active movement of the leg. Peripheral pulses were strong, and the neurological findings were normal. Findings on examination of the head, neck, heart, lungs, and abdomen were all unremarkable.
The following values were noted on admission: WBCs, 8.6 ϫ 10 3 /L (neutrophils, 63.2%; lymphocytes, 25.1%; monocytes, 8.9%; basophils, 0.6%; and eosinophils, 2.2%); hemoglobin, 11.3 g/dL; platelets, 519,000/L; and erythrocyte sedimentation rate, 72 mm/h. A plain film of the right leg revealed a chronic periosteal reaction involving the tibia and fibula and overlying soft-tissue swelling. Venous Doppler ul- trasonography of the lower extremities showed a hypoechoic cystic structure in the right popliteal fossa measuring 10.7 ϫ 9.3 ϫ 3.7 cm, consistent with a popliteal cyst, and no evidence of deep venous thrombosis.
Therapy with cefazolin was started and the patient remained afebrile, but he developed more erythema and tenderness in his right calf 2 days later. MRI of the right lower extremity confirmed the presence of a Baker's cyst communicating with a large knee-joint effusion (figure 1). The signal characteristics of the cyst-an intermediate signal on T 1 -weighted images and an increased signal on T 2 -weighted images-indicated a hemorrhagic or possibly infected cyst. Changes in the adjacent bones were suggestive of osteomyelitis. There was no evidence of pyomyositis.
Incision and drainage of the cyst were done and 500 mL of serosanguinous and purulent fluid was collected. Both a blood culture and a cyst fluid culture yielded penicillin-susceptible Staphylococcus aureus, so the antibiotic was switched to intravenous penicillin G. The wound healed well; the patient ambulated without difficulty and was discharged from the hospital in good condition. He had received intravenous penicillin G in the hospital for 4 weeks and was instructed to take amoxicillin (500 mg four times daily) for 2 more weeks. Unfortunately, he was subsequently lost to follow-up. NOTE. AKA ϭ above-knee amputation; EB ϭ ethambutol; I&D ϭ incision and drainage; IDU ϭ iv drug use; INH ϭ isoniazide; NR ϭ not reported; PR ϭ present report; PZA ϭ pyrazinamide; TKA ϭ total knee arthroplasty.
Discussion
Most commonly Baker's cysts are caused by noninfectious knee effusions secondary to conditions such as patellofemoral arthrosis, meniscal tears, trauma, surgery, rheumatoid arthritis, gout, or any other form of synovitis [1] [2] [3] .
An infected popliteal cyst is much less common. Reviewing the international literature on MEDLINE for the period of 1966 -1998 revealed only 17 reported cases (table 1) . The initial clinical suspicion of deep venous thrombosis or cellulitis is usually described [1, 6, 7, 12] . Clinical clues may be a well-circumscribed, tender cyst in the popliteal fossa and, if the cyst ruptures, the appearance of a crescent-shaped hematoma or ecchymosis anterior or distal to the lateral malleolus [1, 12] .
Ultrasonography will readily reveal a cystic structure in the popliteal fossa. Venography should be done only if deep venous thrombosis is still suspected. Computerized axial tomography and MRI can outline the cyst better and also allow assessment for rupture of the cyst, hemorrhagic transformation, and accompanying pyomyositis or osteomyelitis [1, 20] .
Aspiration of the joint or of the Baker's cyst will show purulent fluid [6, 7] . If gram stain and bacterial culture of the aspirate are negative, specimens should be sent for acid-fast and fungal staining and culture [13] [14] [15] [16] . The most common causative organism, however, is S. aureus. A Baker's cyst appears to be an ideal seeding ground for any circulating infectious agent. In our case bacteremia was most likely secondary to a skin abscess from "skin popping," leading to the infected popliteal cyst. Fluid analysis and identification of the infectious agent are warranted to enable initiation of specific antibiotic treatment, and surgical intervention is necessary in most cases [12] .
This case illustrates that an infected Baker's cyst can be a rare cause of unilateral lower-extremity pain and swelling. The patient might not report previous swelling in the popliteal fossa because the cysts are commonly painless and only rarely hinder movement. An infected or ruptured cyst can be confused clinically with deep venous thrombosis or cellulitis, and the conditions can coexist [21, 22] . A Baker's cyst infection should be considered if a patient has a popliteal cyst accompanied by local signs of inflammation and signs of systemic infection.
